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The question "Why physical medicine?" 
which I have been asked to discuss is a very 
relevant one in Australia at present. I say 
"in Australia" because in most countries of 
the world the question is no longer asked; 
departments of physical medicine with 
medical staff attached have been functioning 
for many years and are accepted as part of 
the hospital team. Perhaps you may ques-
tion the word "accepted". Most large 
London hospitals have departments with 
from one to eight doctors employed almost 
full-time. Most small provincial hospitals 
in England are arranged into groups with a 
consultant in physical medicine appointed 
in each group. He spends some hours each 
week at the various departments under his 
care. The National Orthopaedic Hospital 
in Great Portland Street, London, has its 
own physical medicine consultant. England, 
Canada and South Africa have had courses 
for young doctors interested in this type of 
work for some years; if they pass the neces-
sary examinations they are granted a 
diploma in physical medicine. New Zealand 
and Ceylon have medical men in charge of 
their departments. In the physical medicine 
departments which I have visited in Den-
mark, Switzerland and America, medical 
practitioners have been in charge. These 
facts confirm that the doctor with special 
training in physical medicine is recognized 
as an asset in the majority of hospitals 
throughout the world. 
iRead at a meeting of the South Australian Branch 
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In Australia, although there have been 
for many years several specialists with their 
own private practices and part-time hospital 
appointments, there has been no expansion 
of the speciality. Younger members of the 
profession have not been interested in this 
work until the last year or so. I attribute 
this to two main causes. Firstly, it is only 
since the war that physiotherapy has been 
recognized as a valuable ancillary service 
and that medical and nursing staffs, apart 
from those in orthopaedic departments, have 
accepted the qualified physiotherapist as 
worthy of notice. I am afiaid that certain 
older members of both the medical and 
nursing professions still classify the physio-
therapist as a virtually useless luxury ser-
vice suitable only for a weekly half-hour of 
entertainment for wealthy patients. The 
second reason for the lack of interest by 
medical men in physical medicine is the 
almost complete neglect of the teaching of 
physical methods of treatment to medical 
students. I realize that their curriculum is 
crowded and I am not aware of how much 
actual tuition in physical medicine is 
included at the present time but I doubt 
if it is much more than was given sixteen 
years ago. When I was a student we 
received two lectures about a method of 
treatment used for approximately 10% of 
all outpatients and for perhaps a much 
higher percentage of inpatients. 
This almost complete ignorance of what 
the physiotherapist dees, and why he does 
it, adversely affects the close cooperation 
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of the two professions, and also has an 
effect on the amount of physiotherapy 
ordered by private practitioners. 
T H E FUNCTIONS OF THE SPECIALIST 
I shall now outline my ideas on the func-
tions of a specialist in physical medicine. 
Most busy practitioners have neither the 
interest nor the time to care for patients in 
whom complete cure is the exception and 
relief of symptoms is rarely dramatic. The 
specialist can take a considerable portion of 
this load from their shoulders. I would list 
his functions as: 
1. The accurate diagnosis of locomotor 
diseases. 
2. The formation of a plan of treatment 
to obtain the most complete and 
rapid return of health and full activity 
that is possible. 
If the specialist has at his disposal an 
active physical medicine department there 
are two other important functions which he 
can perform: 
3. Increase the status of physiotherapy as 
a method of treatment. 
4. Increase the cooperation between 
medical staff, physiotherapists, occu-
pational therapists, almoners and 
other members of the rehabilitation 
team. 
These four functions must at first seem 
nebulous, so that I shall enlarge upon each 
one in turn. 
Accurate Diagnosis 
Many of the patients treated by physio-
therapy do not warrant interference from 
the specialist. In this category I would 
place patients from thoracic, neurological, 
dermatological and fracture clinics. 
Where diagnosis becomes particularly 
important is in cases of "brachial neuralgia", 
"arthritis", "backache", ligament and tendon 
lesions and some types of paralysis. A com-
plete clinical examination is required, using, 
when necessary, laboratory investigations, 
radiographs and electrodiagnosis. In my 
opinion electromyography is a very neces-
sary part of electrodiagnosis and can be of 
great assistance to neurologist and neuro-
surgeon. 
As an example let us take the diagnosis 
of "osteoarthritis of the knees". How often 
do we see a patient come along with this 
label and the vague request "heat and 
exercises, please"! I believe that from our 
point of view we should consider osteo-
arthritis as a symptomless disease, and look 
closer for specific local lesions such as liga-
ment and tendon strains, traumatic syno-
vitis, capsular contraction preventing locking 
in extension, loose body or semilunar car-
tilage damage as the cause of the symptoms. 
Radiological findings can be very misleading. 
We have all seen a patient whose knees 
have been X-rayed and in whom osteo-
arthritis is more evident in the painless joint 
than in the painful one. Referred pain from 
the hip or spine can occur even when the 
radiograph of the knee shows marked osteo-
arthritic changes. This type of error can 
lead to months of useless and frustrating 
treatment. 
A Plan of Treatment 
The plan of treatment should incorporate 
diet, medicines, injections, physiotherapy, 
occupational therapy, a review of home or 
working conditions, home aids, surgical 
appliances, and perhaps the help of the 
social worker. I think that we too often 
neglect to teach the patient to look after 
himself. Too many varicose ulcers, back-
aches and stiff joints recur within a few 
months of ceasing treatment. 
As an example of planned treatment, let 
us consider a patient with hemiplegia. Diet 
to reduce excessive weight may be impera-
tive. Drugs to alleviate the patient's mental 
depression may assist the therapist and the 
relatives at home by achieving more coopera-
tion from the patient. An injection of 
hydrocortisone into the biceps tendon may 
remove shoulder pain and prevent a "freez-
ing" capsulitis. Eye exercises may help 
diplopia and so remove some of the fear of 
falling. The patient should be encouraged 
at an early date to commence writing and 
other fine work with the good hand, especi-
ally if sensory pathways are affected. Early 
speech therapy and removal of worries con-
cerning jobs, pensions and other problems 
are all part of treatment. 
The physiotherapist's time is too valuable 
to be wasted in treating conditions such as 
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backache due to psychological causes or to 
osteoporosis, nor should time be wasted 
giving various types of heat to relieve pain 
when aspirin may be as effective and is 
certainly cheaper. Time is too precious to 
be spent exercising osteoarthritic knees 
when the patient will not cooperate by con-
tinuing with home exercises or with diet to 
reduce excessive weight. Massaging a ten-
don lesion before an injection of hydro-
cortisone is another example of wasted time. 
The Status of Physiotherapy 
I think that the status of physiotherapy 
can be improved by some ruthlessness and 
soul-searching on our part. Let us resist 
the temptation to treat those conditions in 
which physiotherapy has not proved success-
ful in the past, and those patients whose 
cooperation we have failed to achieve. 
Departments must cease being "dumping 
grounds"; it is much better to say in the 
beginning that physiotherapy is unlikely to 
help than to spend weeks trying first one 
treatment, then another. The patient may 
enjoy the experiments when it costs him 
nothing but the story would be different in 
private practice. What is more important, 
the therapist becomes despondent because 
of the lack of success and the doctor decides 
that physiotherapy is useless. Let us admit 
at the outset that the case is unsuitable, 
and incidentally a doctor working in the 
department is valuable on such occasions. 
Let us cease using outmoded, useless or 
placebo therapy. At every available oppor-
tunity we should subject the questionable 
form of treatment to carefully controlled 
clinical trials. At present research carried 
out by physiotherapists has little chance of 
receiving the notice of the medical profes-
sion. Rarely is any original work published 
in medical journals. They seem to be full 
of articles about rare diseases, new drugs 
and biochemical tests. Are we to assume 
that the physical methods used to treat so 
many patients do not arouse the interest of 
doctors, or is it perhaps that few significant 
advances are being made in this field? 
We are no longer in a position to ignore 
the help which osteopaths and chiropractors 
give to the general public. Many of them 
have a clientele exceeding that of any doctor 
or physiotherapist. In the last few years, 
now that manipulation is becoming recog-
nized as a useful form of treatment, there is 
a definite tendency for medical practitioners 
to send patients to these manipulators 
unofficially. Studying and teaching manipu-
lation is the only effective counter to this 
that we have. Keeping abreast of recent 
advances in all methods of physiotherapy is 
no easy task, but those who work in hos-
pital departments are best able to gather 
suitable cases so that new ideas may be 
tried. Here a cooperative medical staff is 
essential 
We have often heard that the rehabilita-
tion programme should commence the day 
the patient is admitted but every day we see 
hemiplegic patients with frozen shoulders, 
rheumatoid arthritis patients with sub-
luxating wrists or flexion deformity of 
the knees, and patients with a simple wedge 
fracture of a vertebra still off work six 
months after the accident. If we can get 
these patients early we can prevent these 
changes; physiotherapy can no longer be 
classed as a luxury but as an essential 
feature of management. 
The Rehabilitation Team 
The first member on the scene is the 
doctor, and the physiotherapist is usually 
the next to be called in. To achieve smooth 
cooperation in the rehabilitation team we 
must teach medical students to think of all 
aspects of the care of his patients. He must 
know when physiotherapy is necessary, he 
must have an idea of the treatment required 
and of what results to expect. It is unneces-
sary for the average doctor to know the 
proprioceptor facilitation techniques or to be 
able to argue for and against DeLorme's or 
McQueen's resistance exercises but he 
should know that exercises can be designed 
for increasing power, coordination or endur-
ance, Likewise, physiotherapy students 
should realize the value of occupational 
therapy, group therapy, the need for 
accurate diagnosis and the advantages of 
combined drug and physical therapy. 
Attendance at clinics in the department and 
at ordinary outpatient clinics would help 
in this direction and would also foster 
cooperation between the two professions. 
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T H E DIPLOMA IN PHYSICAL MEDICINE 
The diploma was established in 1945 and 
is granted by the conjoint board of the 
Royal College of Physicians and the Royal 
College of Surgeons. The examinations for 
Part I are in anatomy, physiology and 
physics. A special six months' course of 
lectures and practical work is held at Guy's 
Hospital, London. Doctors are eligible to 
sit for Part II when they have passed Part 
I and have spent a year in resident posts 
and two years in full-time work in recog-
nized physical medicine departments. The 
examination is mainly concerned with the 
aetiology, pathology, diagnosis and manage-
ment of diseases affecting the locomotor 
system, together with the theory and prac-
tice of physical methods of treatment, 
HOSPITAL DEPARTMENTS 
I should like to describe the department 
at St. Thomas's Hospital, London, from 
the doctor's point of view; it is one of the 
most active departments in England. There 
are two senior consultants — Dr. Bauwens, 
whose main interests are research and the 
teaching of electrodiagnosis including elec-
tromyography, and Dr. Cyriax, who has an 
intense interest in manipulation, There are 
two junior consultants, three registrars and 
several clinical assistants. The physio-
therapy staff is composed of about six 
teachers, 50 physiotherapists and 130 
students. There are also four secretaries, 
three clerks, a lady almoner and an occupa-
tional therapist. Patients are divided 
amongst a number of separate clinics In 
addition to general clinics there are clinics 
devoted to rheumatoid arthritis, shoulder 
and arm lesions, ulcers, electrodiagnosis, 
casualties and to septic and skin conditions. 
The "septics" section is in the charge of 
two physiotherapists to whom are sent most 
patients coming to the hospital with infected 
wounds, carbuncles, whitlows and similar 
conditions. They are treated daily by short-
wave or ultraviolet light therapy, antibiotic 
dressings, splinting or other methods, and 
once a day one of the medical staff sees all 
the patients who need supervision. Manage-
ment of local infections by the physical 
medicine department has apparently halved 
the time required for cure. The casualty 
clinic is held every morning; between 20 
and 30 patients are seen by one of the 
registrars. Those who are suitable for 
physiotherapy have treatment ordered 
immediately and are seen at a later date in 
one of the special clinics in the department. 
This clinic is working very well; it saves 
''double handling" by doctors and avoids 
delay before treatment is commenced. 
The departmental doctors have nothing to 
do with ward patients or patients from the 
neurosurgical, orthopsedic, fracture, ante-
natal or other departments unless specifi-
cally requested by the doctor or therapist 
concerned. 
The patients are referred to the depart-
ment from general practitioners, from 
casualty or from other hospital departments. 
With such a vast turnover of patients much 
research is possible and Dr. Bauwens gives 
every encouragement to his junior medical 
officers to do this. 
Having also worked at University College 
Hospital, I was in a position to make com-
parisons. At this hospital each doctor in the 
department has one or two physiotherapists 
in control of all his patients. They give all 
treatment and bring the patients back to his 
review clinics. This is more satisfactory for 
patient, physiotherapist and doctor. At St, 
Thomas's Hospital certain physiotherapists 
do all the electrical treatments and others 
all the exercise or manipulative treatments. 
This is more impersonal but it is found 
necessary because of the large numbers 
being treated. 
T H E ROLE OF THE PHYSIOTHERAPIST 
I have found that intelligent physio-
therapists are a great help in the manage-
ment of many patients. By seeing the 
patients almost daily they can learn about 
home or financial worries, make suggestions 
regarding surgical appliances or home aids, 
rapidly assess the benefit or otherwise of 
treatment and report immediately any 
changes in a patient's condition. Much 
unnecessary treatment can thus be avoided 
and both patient and doctor benefit 
enormously. 
It is often stated that the ideal arrange-
ment is for the doctor simply to order 
physiotherapy and then to trust to the intel-
ligence and training of the therapist. I 
quote from a recent letter in Physiotherapy: 
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"Unfortunately there is an increasing ten-
dency for physiotherapists to receive precise 
and definite prescriptions. Where physio-
logical and pathological conditions warrant, 
such precision is most desirable. In other 
circumstances it strangles initiative, skill and 
ambition and is frustrating to intelligent 
practitioners." To my mind this shows very 
well the confusion that exists concerning the 
doctor-therapist relationship. Are we to 
understand from this letter that in most 
cases the physiological and pathological con-
ditions do not warrant precision of thera-
peutic prescription? Surely, if the patient 
were able to interrupt us in our discussion, 
he would say: "I want an accurate diagnosis 
of my complaint and precisely that type of 
treatment which will achieve the quickest 
and most satisfactory result." Would you 
consider a prescription such as "full doses 
of ultrasound, followed by Kabat slow 
reversals for the stiff elbow, please" as 
strangling initiative and skill? 
It is my firm conviction that the physio-
therapist who has a real interest in her 
patients as human beings, who does her 
best to assist the doctor in the assessment 
and overall management of these patients 
and who teaches her patients to make the 
most of life if there be any residual dis-
ability has ample scope for her intelligence 
and ambition. 
I hope that I have been able to give you 
an impression of physical medicine from a 
doctor's point of view. I do not think many 
Australian physiotherapists have had the 
opportunity of working in an active physical 
medicine department. Those who have had 
this opportunity have probably been given 
jobs with little contact with doctors, and 
those who have spent a few days looking 
around various departments would have met 
only the physiotherapists. I feel that the 
first impression of many of you on hearing 
about physical medicine specialists was a 
picture of a doctor with an inadequate know-
ledge of physiotherapy techniques taking 
over from the senior physiotherapist in a 
department. He would perhaps be trying 
to see every patient referred for therapy, 
making a rapid diagnosis and ordering 
treatment in minute detail. This is far from 
the actual position; nowhere have I seen 
such conditions occurring, even where many 
full-time medical men are available. 
All patients referred to the physical medi-
cine department for diagnosis and manage-
ment must be seen, but a large proportion 
of the patients receiving physiotherapy are 
still under the direct supervision of other 
specialists — for example, the plastic, ortho-
paedic or thoracic surgeons. These depart-
ments have a physiotherapist attached to 
each, thus maintaining the close liaison 
between doctor and therapist which I con-
sider so important. 
If you will agree with me that this close 
liaison is important, then perhaps you would 
consider kindly a suggestion which I have 
to make. The more active the part which 
physiotherapists take in working under 
clinic or consulting-room conditions, the 
better. If they are able to take a patient's 
temperature, to test urine specimens and to 
set an injection tray, their value in a depart-
ment is increased, especially where large 
numbers of patients with rheumatoid 
arthritis are being treated. I feel that 
physiotherapy is much more than a mad 
rush "to give wax to those hands, diathermy 
to this knee and a pull to the old lady's 
neck". 
HOSPITAL REHABILITATION 
The physical medicine department has 
more to offer than a physiotherapy depart-
ment and it functions very well as the 
starting point in the rehabilitation of loco-
motor disorders. A full-scale rehabilitation 
section must cover a much wider field than 
physical therapy alone. The occupational 
therapy section is necessarily larger and 
educational, and employment officers are 
needed. The high proportion of patients 
with mental troubles necessitates the help of 
psychiatrists, and remedial gymnasts are 
needed for sports and class work to free the 
physiotherapists for more individual and 
technical treatment. 
CONCLUSION 
Because I have had little experience of 
physiotherapy departments which have no 
medical officer my attempt to answer your 
question "Why physical medicine?" may 
have failed; I hope not. The first question 
to ask before any change takes place is 
surely "Will our patients benefit?". 
